We consider that many of the ideas behind the Commission's Report may be sound, but that in its present form it is not only unacceptable but unworkable. Unless the rank and file of the profession wake up to the fact that their future is being held most precariously in the balance at this present moment, much, if not all, will be lost. At the moment the B.M.A. has the ear of the Minister of Health. The motives which move the B.M.A. may be sincere, but they are largely academic. It is the future of each member of the medical profession that is now being settled, and it is for each member of the medical profession to recognise his personal responsibility in the matter and to state now, clearly, loudly, and before it is too late, exactly what he wants.
Symptoms which focus attention upon the alimentary tract are common in childhood; and though in some cases (e.g. vomiting caused by an intracranial tumour or by uraemia; anorexia due to functional nervous disorder; constipation as a result of hypothyroidism) it soon becomes apparent that the primary disorder is not in the alimentary tract, it is none the less interesting and useful to study the subject as it presents itself to the clinician, namely, on the basis of symptomatology.
There is no need to refer in detail to the difficulties caused by the patient's inability to give a description of the symptoms, but they emphasize that particularly close attention must be paid to the history given by the mother or nurse; and accuracy of examination must make amends for the paucity of subjective details. This accuracy is greatly helped by familiarity with the technique of examining young children. (1) It is helpful to remember that an infant whose ill-health is characterised by alimentary symptoms and signs is likely to fall in one or more of the following groups:-(a) There is or has been a dietetic fault, and the child will probably present some of the features of primary malnutrition. (2, 3) Breast-fed infants are not exempt from disorders of this type, but artificially-fed infants are more frequently affected. (b) There is a congenital abnormality, e.g. oesophageal stenosis; congenital malformation of the heart; or a constitutional defect, e.g. immaturity. (c) The nursing care and hygiene of the child has been unsatisfactory. The With this classification in mind it will be realised that the following details demand careful enquiry when the mother or nurse is being questioned about the child's history-Health of the parents and of other adults who come in contact with the child; number of miscarriages and children, and the health of the latter; birth-weight of patient, with details of the delivery; exact details of previous feeding; dosage of Simple constipation in infancy is generally of dietetic cause; total underfeeding is often responsible both in breast-fed and artificially-fed babies, and any illness which causes the child to vomit some of his food (e.g. pyloric stenosis) will naturally act in the same way. Artificial feeds which contain too little carbohydrate, or a relative excess of fat or casein, cause constipation.
The value of teaching a baby to learn a routine of defaecation by accustoming him to be placed upon his chamber at certain times is undoubted, and it reduces the amount of laundry: but the mother must be warned not to expect success each time, otherwise she may become over-anxious and so induce negativism to defaecation in later infancy.
Certain general diseases are specially prone to cause constipation by lessening intestinal peristalsis, or by inducing muscular atonia, e.g. rickets, anaemia, and hypothyroidism; the latter condition may be overlooked by those who are not acquainted with the features of mild hypothyroidism, and who are not prepared to diagnose the condition unless the infant is a wellmarked cretin.
It will be realised that abdominal examination of infants suffering with relatively mild degrees of simple constipation is not likely to reveal any striking signs: there may be some abdominal distension and faecal masses may be palpable. If, however, one finds a greatly enlarged colon distended with faeces it provides evidence of congenital megacolon (Hirschsprung's disease). Sometimes peristalsis is visible along the line of the large bowel; and usually the anal sphincter is abnormally tight. Even in the neonatal period the early stage of the condition may be suspected, though it is comparatively rare, if the infant does not pass meconium except after dilatation of the anal sphincter; at this age-period it is not usual to be able to feel any accumulation of faeces in the colon.
Any painful or obstructive lesion in the region of the anus will naturally cause constipation; for instance, an anal fissure, a perianal abscess, an imperforate anus, or even (as in a case recently seen) a syphilitic condyloma.
Diarrhoea.
It is well known that infants are more liable to diarrhoea than are older children. Chilling of the body, or a slight head-cold may be sufficient cause; and the breast-fed infant may develop diarrhoea when the mother has a mild indisposition or takes an aperient or eats indigestible food. It follows, therefore, that detailed questions must be asked about conditions which at any other age-period would be considered too trivial to warrant enquiry. In these slight cases one would not expect the diarrhoea to continue for more than 24 to 48 hours. The motions become more fluid, the child may be fretful and usually loses weight, and the napkin-area becomes erythematous.
It is usual to classify the causes of diarrhoea in infancy under the three headings-dietetic, infective, and parenteral; this is a useful subdivision provided that one remembers the predisposing influence of certain general disorders, for instance, rickets, anaemia, and general debility consequent upon unsatisfactory hygiene. This aspect of the problem requires to be stressed in order that the value of prophylaxis may be realised and given practical expression. Swelling of the abdomen. Bearing in mind that abdominal distension may be caused by gas, faeces, fluid, or tumour, it is useful to enquire whether the swelling varies mush in degree, whether there is belching or abnormal passage of flatus, and whether the motions are large and either hard or soft. Gaseous distension is commonly caused by carbohydrate dyspepsia, and the protrusion is aggravated by the atonic state of the intestinal and abdominal muscles which frequently accompanies nutritional disorders, e.g. rickets, anaemia, and general debility. The deformity is particularly obvious if the child is old enough to stand because the lordotic stance accentuates the disability.
Aerophagy and simple constipation are other causes of gaseous distension of the abdomen; while chronic intestinal obstruction by tuberculous peritonitis or chronic intussusception is occasionally responsible.
When there is an acute gaseous distension of the abdomen the cause may be a relatively mild one, e.g. acute indigestion, but is more probably dangerous; for instance, acute intestinal obstruction or acute peritonitis. Some reference has been made to these conditions in an earlier section; here it will be sufficient to add that congenital atresia of the bowel and peritonitis secondary to umbilical sepsis are causes which may be found in the neonatal period. It is noteworthy that in some cases of acute pneumonia and pericarditis the alimentary tract becomes greatly distended with gas, and differential diagnosis from an acute abdominal lesion may be difficult at first.
Faecal accumulation is seldom great enough to cause obvious abdominal swelling, but sometimes even a simple constipation will do so. More often one finds megacolon or coeliac disease. In mentioning the latter it must not be assumed that the accumulation of large quantities of soft fatty faeces in the bowel is the sole cause of the abdominal swelling, but it certainly plays a part. The diagnosis is seldom difficult if the child's history is carefully taken, and if one notes the wasting of trunk and limbs, flatness of buttocks and distinctive character of the motions.
Distension of the abdomen by peritoneal effusion is relatively uncommon in early childhood, tuberculous peritonitis being undoubtedly the most frequent cause; nephritis, cardiac failure, severe anaemias, and hepatic cirrhosis are occasionally responsible. In some infants with simple indigestion and atony of intestinal and abdominal muscles there may be a sufficient accumulation of fluid within the alimentary tract to simulate shifting dulness, and so the diagnosis of ascites may be made incorrectly.
Finally, swelling of the abdomen may be caused by hepatomegaly, splenomegaly, an ovarian cyst, a dermoid, or a malignant tumour, e.g. renal, adrenal, or retroperitoneal.
